INTRODUCTION
T he change in management of penetrating abdominal trauma over time is remarkable. During the late nineteenth and early twentieth centuries, nonoperative treatment of abdominal injuries was the norm, since laparotomies were associated with a prohibitive rate of mortality 1 . Due to paradigm shifts, with the development of asepsis and anesthetic techniques, patients who suffer from penetrating abdominal trauma have been mandatorily operated 2 . However, it was observed that non-therapeutic laparotomies doubled hospitalization time and significantly increased patients' morbidity 3 . Thus, victims of stabbing injuries were managed conservatively in selected cases 4 , and gunshot wounds, until recently a mandatory indication of laparotomy 5 , also has a shift towards a more judicious treatment 6 .
Bearing in mind that hemodynamic instability, peritonitis, evisceration and impalement are formal indications for surgical exploration 7 , currently nonoperative treatment (NOT) can be performed in selected stable patients who do not present these signs 8 .
In order to target patients to this form of treatment, imaging tests, particularly abdominal tomography (CT), are essential 9 . Although the time required for the CT exam is a risk factor for higher mortality in patients with severe abdominal injuries 10 there are still few studies that evaluate the accuracy of the tomography in this scenario.
Thus, the objective of this study is to evaluate the role of abdominal CT in victims of penetrating abdominal trauma and to see if the accuracy of tomography in this population is adequate to determine the treatment of the lesions.
METHODS
We conducted a historical cohort study at the Those that did not present these findings were negative CT scans.
We calculated sensitivity, specificity, accuracy, 
RESULTS
We included 61 patients in the study, of whom 88.52% (n=54) were male. (Table 2) . The CT findings in patients submitted to NOT can be seen in table 3. Among the CT scans of the patients with trauma to the anterior abdomen, were found 16 true positive exams, 14 true negatives and one false negative due to a grade I lesion of the ileum not seen on the tomography. Among patients with dorsum/TAT trauma, there were nine true positives, 20 true negatives and one false negative, the latter due to the presence of a grade III lesion in jejunum.
For patients with anterior abdominal trauma, CT sensitivity was 94.1%, specificity was 100%, and accuracy was 96.7%. The positive predictive value was 100% and the negative predictive value was 93.3%. For patients with dorsum/TAT trauma, the CT's sensitivity was 90%, the specificity was 100%, and the accuracy was 96.6%. The positive predictive value was 100% and the negative predictive value, 95.52% (Table 4) . found in this study, both in anterior abdomen trauma (PPV=100% and NPV=93.3%) and in the dorsum or TAT (PPV=100% and PPV=95.5%), are consistent with other works 13, 17 and show that CT is reliable for the definition of therapeutic management.
It is predicted that trauma in the anterior abdomen presents a higher rate of abdominal viscera lesions and, therefore, will tend to be more surgical.
Among the victims of trauma in this topography (n=31) who presented positive findings (n=16), only one was submitted to NOT due to a grade III hepatic lesion, with favorable evolution. The others (n=15) underwent laparotomies, all therapeutic. Among the patients whose
DISCUSSION
The results presented accompany the current trend towards more individualized treatment in penetrating abdominal trauma, using imaging resources in hemodynamically stable patients and allowing the selection of patients for NOT, which, in addition to reducing costs 15 , is associated with lower morbidity and mortality 16 . Among the available exams, abdominal tomography has become .
The time required to perform a CT scan is associated with a higher mortality rate in patients who require surgical treatment 10 . With this in mind, we observed that our sample had a mortality rate of 6.5% (four patients). This rate was consistent with the literature data 6 . However, no death occurred during the CT scan, immediately after it or because of NOT failure. All deaths occurred in the late postoperative period due to septic or hemodynamic decompensation. Thus, tomography at admission would hardly be related to the cause of these deaths.
The literature shows an unnecessary rate of laparotomies, ranging from 4.0% to 14% 14, 19 . Overall, if mandatory laparotomies were performed for penetrating abdominal trauma in this study of 61 patients, 39 (63.9%) would have undergone nontherapeutic laparotomies. With selective abdominal computed tomography and NOT targeting, this number was reduced to five (8.2%) patients, avoiding 34 unnecessary laparotomies. The use of abdominal CT in the presence of hemodynamic stability and lack of mandatory indications for laparotomy (peritonitis, evisceration or impalement) clearly reduced morbidity in victims of penetrating abdominal trauma.
Abdominal CT is an examination that, when indicated in a judicious manner, can be performed safely in patients with penetrating abdominal trauma. This study demonstrates an adequate sensitivity and specificity of the method for detecting traumatic lesions, which allows less aggressive treatments to be performed safely, reducing the morbidity and mortality to which these patients would be exposed to if mandatory laparotomies were performed. 
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